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{C 000} Initial Comments {C 000}

This report is of a Follow-up Survey done by Bob
Getchell on April 6, 2016.

The followup survey revealed that all deficiencies
have not been corrected, therefore a new plan of
correction is required.

{C 164} Housekeeping and Furnishings-Clean, Repaired | {C 164}

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall:

(1) have walls, ceilings, and floors or floor
coverings kept clean and in good repair;

(2) have no chronic unpleasant odors;

(3) have furniture clean and in good repair;

(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:
2- Based on observations, the facility has failed to
maintain the walls clean and in good repair.

Followup Findings on April 6, 2016 include:
d- Corridor wall in the bathroom of Resident
Room 103 has a hole at the drain line.

{C 166} Housekeeping-Maintained Free of Hazards {C 166}

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall:

(5) be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards;

(e) This Rule shall apply to new and existing
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{C 166} | Continued From page 1 {C 166}
facilities.

This Rule is not met as evidenced by:

1- Based on observation, the facility has failed to
keep the building and its environment clean and
maintained.

Followup Findings on April 6, 2016 include:
d- The corridor door to the Staff Breakroom is
delaminating.

{C 189} Building Equipment Maintained Safe, Operating {C 189}

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311  OTHER
REQUIREMENTS

(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
care home shall be maintained in a safe and
operating condition.

(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (e)
which shall not apply to existing facilities.

This Rule is not met as evidenced by:
1- Based on observations, plumbing systems are
not maintained safe and operating.

Followup Findings on April 6, 2016 include:

d- The water cooler located beside the drink
machines does not work

2- Based on observations, electrical systems are
not maintained safe and operating.

Followup Findings on April 6, 2016 include:
b- In the 100 Hall Med Room the wall sconce light
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